Hawaii was the first state to provide for abortion essentially at the request
of the woman. This is a report on the experience during the first
months under the new law and a discussion of some related

medical and statistical problems.
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Introduction

ON March 13, 1970, Hawaii changed
its 100-year-old law on abortion
and became the first state in the nation
to allow abortion essentially at the re-
quest of the woman. The new Hawaii
law makes abortion legal if it is per-
formed by a licensed physician in an
accredited hospital, if performed before
the fetus is viable outside the uterus,
and on a woman who has been a resi-
dent for 90 days or more immediately
prior to the abortion. The only restric-
tions imposed are those similar to any
other medical hospital procedure.

Prior to the passage of the law, many
legislators, individuals, and organiza-
tions expressed concern about the ef-
fects of the new law. Due to these, the
state legislature allocated funds to the
University of Hawaii School of Public
Health to study the problem. A wide-
ranging study of pregnancy, birth con-
trol, and abortion was initiated. The
present paper is the first report under
this study, conducted through the
auspices of the University of Hawaii
College of Health Sciences and Social
Welfare, School of Public Health, and
School of Medicine, with the Depart-
ment of Sociology. In addition to the
subject of this report, future papers will
report on demographic features of the
women involved, the relationship of atti-

tudes, sexual behavior practices, and
the use of contraception to the decision-
making process involved in the initia-
tion or interruption of a pregnancy.

Methods

Data were collected on abortion pa-
tients and a control sample of maternity
patients from hospital charts, self-ad-
ministered questionnaires, and indepth
interviews. These three instruments pro-
vide extensive information on the med-
ical, demographic, socioeconomic, psy-
chosocial, and attitudinal aspects of
legal abortion within the broader con-
text of pregnancy and alternative out-
comes—i.e., the decision of whether to
continue a pregnancy or have an abor-
tion.

This paper will report on initial data
from abortion patients only and from
two of the three instruments—hospital
charts and the self-administered ques-
tionnaire. Hospital charts on all abor-
tion patients have been made available
to the study by virtually every hospital
in the state that is performing abor-
tions. Information from the charts in-
cludes demographic, medical, and socio-
economic data, as well as method of pay-
ment. Data from hospital charts from
March 13, 1970—the date of the first
abortions under the new law—through
July 15, 1970, are included in this
report.
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The self-administered questionnaire
was given to abortion patients when they
were admitted and was filled out by
each patient prior to abortion. Partici-
pation by all patients was voluntary.
The questionnaire provides information
on demographic, socioeconomic and atti-
tudinal data, aspirations of family size,
contraceptive usage, reasons for nonuse
of contraceptives, and reasons for either
having the abortion or having the baby.
The questionnaire data reported here
are from abortion patients at two large
facilities in Honolulu (hospitals #1 and
#2) during the period from June 1 to
July 15. 1970. Information was also ob-
tained by interviews and correspondence
with hospital administrators, medical
personnel, and physicians.

Results (Medical)

A. Overview

Throughout the state of Hawaii, from
March 13, 1970, through July 15, 1970,
a total of 1,192 abortions were per-
formed. The following data are based
on 1.169 of them which represents 98.8
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per cent* of the total. The geographic
distribution of the abortions does not
follow the population distribution within
the state. Out of the ten hospitals per-
forming abortions, nine are participat-
ing in this study (Figure 1).

A total of 1,136 (97.1%) abortions
were performed on Oahu. Three hos-
pitals in Honolulu performed 96.1 per
cent of the state’s abortions (Table 1).

*1.2 per cent (23) of the abortions were
performed in one small rural hospital which
chose not to participate in the study.

Table 1—Induced abortions by hospital,

Hawaii: 3/13/70-7/15/70
Hospital No. %

1 134 115
2 737 63.0
3 12 1.0
4 253 21.6
5% 33 2.8

Total 1,169 99.9

* Conglomerate representing six hospitals on the outer
islands.

Figure 1—Distribution of induced abortions in Hawaii, 3/13/70 to 7/15/70
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Table 2—Procedures used to induce
abortions
Type % No.
D&C 30.8 360
D&C and
suction 56.8 664
Subtotals 87.6 1,024
Infusion 10.1 118
Hysterotomy 0.9 10
Hysterectomy 15 17
Totals 100.1

1,169

While 88 per cent of abortions per-
formed on Oahu were on women report-
ing Oahu residence, the number of non-
residents obtaining abortions in the
state of Hawaii is unknown.

Only 33 (2.9%) of the induced abor-
tions would have been legal under
stringent interpretation and adherence
to the law proposed in the model penal

code. If the clause on psychological or
mental health of the woman is not in-
cluded, only 1 per cent would have then
been legally eligible to have an abor-
tion.

The total number of live births re-
ported from March 13 through July 15
was 6,208. The proportion of abortions
to live births was 1,192/6,208 or 1:5.

B. Selected Medical Data on Induced
Abortions

Gestation and Procedures—Almost 85
per cent of the 1,169 abortions were
done by the 12th week of gestation, but
the time of abortion varied by hospital.
At hospital #1, abeut 55 per cent of
the women were in the 5-to-8-week gesta-
tion period; the other hospitals aver-
aged 40 per cent in the 5-to-8-week
gestation period (Figure 2). Either dila-
tion and curettage (D&C) or D&C with
suction accounted for 87.6 per cent of the
procedures used (Table 2).

Figure 2—Weeks of gestation at time of abortion (Hospital #1 compared to all

hospitals)
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Figure 3—Age distribution of 1,136 induced abortions in Hawaii
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Table 3—Complications by type arising
from 1,169 induced abortions, Hawaii
3/13/70-7/15/70

Type % (4.1%) No. (N=48)
Cervical laceration 25.0 12
Hemorrhage 22.9 11
Infection 14.6 7
Failed abortion 104 5
Uterus perforation 83 4
Miscellaneous 8.3 4
Metabolic 6.3 3
Retained placenta 42 2

Total 100.0 48

Complications—Gestation—Length of
Stay—There were 46 (4.1%) complica-
tions out of 1,169 induced abortions re-
ported. Complications are defined to in-
clude minor complications, such as cerv-
ical laceration as well as major compli-
cations which threaten life. Cervicai
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laceration was most frequent, 12
(25.0% ), while metabolic complications,
such as pitocin toxicity and hypervo-
lemia, ranked sixth (6.5%) (Table 3).

The percentage of complications by
hospital were as follows: Hospital #1
had 0.7 per cent, hospital #2 had 5
per cent, and hospital #4 had 3.2 per
cent complications. Incidence of compli-
cations in patients in the 8 weeks or less
gestation period was 3.2 per cent. In
the gestation period between 21 through
24, weeks, there was an incidence of
12.5 per cent. There were no mortalities.
Ninety per cent of the reported com-
plications were associated with hys-
terectomy or hysterotomy; however,
hysterectomies (one-third of the time)
were treatments arising out of complica-
tions or were treatments of choice, with
directly related complications (Table 4).

Length of Stay in Hospital—The ma-
jority of women (54.5%) stayed five
hours or less in hospital #1. In hos-
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Table 4—Complications by procedure
arising from 1,169 abortions (N=48)
Hawaii: 3/13/70-7/15/70

%
D&C 2
Suction 3
Infusion 5
Hysterectomy 40
Hysterotomy 50

pitals #2 and #4, 11.7 per cent and
16.3 per cent of the patients, respec-
tively, stayed 5 hours or less. In hos-
pital #2, 25.6 per cent; in hospital #4,
20.2 per cent of the women stayed 36
hours or more. In hospital #1, 4
(0.8%) stayed between 18 and 21 hours.
None stayed longer than 21 hours.

Costs and Method of Payment—An
abortion for patients without insurance
coverage of any type cost a minimum of
$300. Most were between $350 and
$400; however, if a major complica-
tion existed, prices might be as high as
$600 or more (Tables 5 and 6). The
hospital charges to patients are as noted
in Table 6. For patients in the hos-
pital 12 hours or less, and not over-
night, the cost was approximately $160.

The largest percentage of abortions
were paid for by individuals (64%).
Individual payment may have been by
the patient, parent, husband, male re-
sponsible for pregnancy other than hus-
band, or a loan. Insurance covered 23.1
per cent of the cases. Welfare (6.9%)
and military (4.1%) accounted for the
smallest number of abortions. Prepay-
ment plans, major medical carriers,
military and welfare covered from 30
per cent to 92 per cent of total costs to
patients.

The total number of welfare patients
receiving abortions was 81 (6.9%). Of
these 65.4 per cent were patients at a
single hospital (#2) in Honolulu. Of
the welfare patients 4.9 per cent were
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residents of the outer islands and re-
ceived their abortion in a hospital on
one of the outer islands.

Distribution of Physicians—Abortions
were being performed by 61 physicians
on Oahu and fewer than 10 on the 6
outer islands. The number of abortions
performed per physician varied from 1
to 110, and 23 per cent of all abortions
were done by 3 physicians while 60 per
cent were performed by 15.

Results (Demographic)

The medical data reported above
were based on 1,169 induced abortions,
including 33 pregnancy terminations
with medical or psychosocial indica-
tions which would have met the prevail-
ing requirements for therapeutic abor-
tion under the old law. These 33 cases
have been omitted from the following
statistics in order to provide a demo-
graphic description of the population ac-
tively seeking abortion under the new
law.

The age distribution of the first 1,136
induced abortion patients covers a wide
range of fertile years. The youngest
abortion patient was 13 years old and

Table 5—Range of fees among study
participants

Physicians $150-$200
Laboratory fees $ 25-¢ 32
Psychiatric nurse

consultations $ 6-%$12

Table 6—Hospital charges and length of
stay

Hospital In-out 12 hr-24 hr
No. Member N b Memb N b
1 $135 $270 $160 $320
2 $150 $175
4 $150 $150
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Figure 4—Per cent of abortion patients single at time of conception, by ethnic group
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Table 7—Religious distribution of 1,136 abortion patients compared with

state of Hawaii total population

Protestant Catholic Buddhist Jewish Other
% % % % %
Abortion patients 42 28 7 1 22
State distribution* 44 27 14 1 14

* Statigtical abstract of sample survey 1962, Economic Research Center, University of Hawaii.

the oldest was 46. Abortions were per-
formed most often on women in their
late teens and early twenties (Figure 3).

More than half of the abortion pa-
tients—623—were terminating a first
pregnancy. An additional 265 (23%)
were terminating a second or third preg-
nancy, while the remaining 248 (21%)
ended a fourth or higher pregnancy, of
which 67 (5%) were the woman’s
seventh pregnancy or higher.

The data below are from the question-
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naire sample of 272 abortion patients at
hospitals #1 and #2. This represents
87 per cent of the abortion population
at those two facilities during the pe-
riod of questionnaire administration.*

* Tabulation of the demographic data from
hospital charts for those who refuse the ques-
tionnaire, reveals no major differences between
respondents and nonrespondents in the abortion
population. Those who were inadvertently
missed in the questionnaire administration
likewise appear to be random selection.
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Figure 5—Induced abortions: Number of ‘‘therapeutic” abortions compared to ‘‘elec-

tive” abortions
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Forty-two per cent of the abortion
patients were Protestant, 28 per cent
were Catholic, and 7 per cent were
Buddhist. These figures are remarkably
close to a 1962 survey of religions in
Hawaii, except for an under-representa-
tion of Buddhists (Table 7). In terms
of occupation, 25 per cent indicated they
were students, 21 per cent were in cler-
ical occupations, and 19 per cent were
housewives (Table 8).

An age breakdown of those in the
student category revealed that roughly a
third (32.59%) were under the age of 18.
i.e.. most likely high school students. The
age group of students from 18 to 22
accounted for over half (559%) of the
student abortion patients.

Abortion patients were slightly un-
derrepresented in the middle income
groups and slightly overrepresented in
the lower economic brackets compared
to total state economic distribution

(Table 9).
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The most {requently cited reason for
abortion in the sample was “I am not
married,” which was the primary reason
given by over a quarter of the patients
(269 ). Other frequently given primary
reasons were: “I cannot afford to have

Table 8—Occupational distribution of
1,136 abortion patients

Occupation No. )
Student 285 25.1
Clerical 241 21.2
Housewife 222 19.5
Prof./Tech. 115 10.1
Waitress, etc. 98 8.8
Business Mgr. 13 1.1
Factory worker 13 1.1
Military/Unknown 149 13.1
Total 1.136 100.0
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Table 9—Income distribution of 1,136
abortion patients compared with state
of Hawaii total population

Under $6,000-  $10,000
$6,000 9,999  and above
Abortion
patients 37.3% 28.7% 33.8%
State of
Hawaii*  34.5% 32.3% 32.6%

* State of Hawaii Data Book, Table 74, “Income of
Families and Unrelated Individuals for Oabhu, 1964-1967
and Neighbor Islands, 1967,” p. 67.

a child at this time” (18%); “I have
enough children already” (8.8%); and
“A child would interfere with my edu-
cation” (8.4%) (Table 10).

Slightly more than half of the abor-
tion patients were single (57.5%) ; 32.4
per cent were married; and 9.1 per
cent separated, divorced, or widowed.

The ethnic distribution of abortion
patients varied considerably from the
state distribution of ethnic groups.*
Caucasians, the most overrepresented,
comprise 29.8 per cent of the state popu-
lation and 47 per cent of the abortion
population. Japanese comprise 29.8 per
cent of the state population, but are un-
derrepresented in the abortion popula-
tion (18.1%). Hawaiians and part-Ha-
waiians are also underrepresented in
the abortion population (3.3%), but ac-
count for 18.5 per cent of the state
population (Table 11).

At the time of conception, 65.4 per
cent of the Caucasians and 50 per cent
of the Orientals were unmarried. By
contrast, only about 30 per cent of the
Filipino and Hawaiian patients were
unmarried at conception (Figure 4).

* Data from 1970 State of Hawaii Data Book,
Table 6, “Ethnic Stock of the Population for
Hawaii, 1940-1968,” p. 13. Data from the 1970
census indicate that Caucasians now comprise
a larger per cent of the state population, but
parallel breakdowns are not available for the
relevant ethnic groups in Hawaii.
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Discussion

Approximately 81 per cent of women
in Hawaii in the 15-49 age group live
on Oahu.* However, out of the total
1,169 abortions during the period under
study, almost all abortions were per-
formed in hospitals on Oahu. Since the
number of abortions performed per
month in Hawaii so far has varied only
slightly, no “backlog” appears to have
existed. The average number of abor-
tions per day (9.6) as well as the live-
birth ratio, are both consistent with the
projections made by Smith in 1970 be-
fore the passage of the law.}

There were 61 (5.1%) women com-
ing from the outer islands to Honolulu
for abortions. This represents the inter-
play of several factors that might influ-
ence a woman, such as social or relig-
ious stigmata, desire for anonymity, the
attitudes of physicians toward abortion,
and availability and acceptability of
services in the predominantly rural outer
islands.

The actual number of abortions that
have been performed on nonresidents is
unknown. A small number (33) indi-

* Data from Hawaii’Department of Health.
+ Changing Hawaii’s Abortion Law. Pacific
Health Vol. I1I, 1970.

Table 10—Most frequently given reasons
for abortion

No. %
“I am not married” 73 26.8
“I can’t afford a child at
this time” 49 18.0
“I have enough children
already” 24 8.8
“A child would interfere with
my education” 23 8.5
Other reason given 91 33.5
No reason given 12 44
Total 272 100.0
537



Table 11—Ethnic distribution of 1,136 abortion patients, compared with state of

Hawaii total population

Hawaiian Other

and part  including

Caucasian  Japanese Filipino Chinese Hawaiian mixtures
Abortion patients 47% 18.8% 5.9% 3.6% 3.3% 22.0%
State* distribution ~ 28.4% 29.8% 8.0% 5.4% 18.5% 10.0%

* 1970 State of Hawaii Data Book, Table 6, “Ethnic Stock of the Population for Hawaii: 1940-1968,” p. 13.

cated that they were nonresidents.
There has been no obvious rush to the
islands by nonresidents in search of
abortion, despite the fears voiced by
legislators and other concerned citizens
before the passage of the law.

It is impossible to state the num-
ber of physicians who are qualified
to perform diagnostic D&C’s or other
OB/GYN procedures, but who are re-
fusing to perform abortions. Hospitals
determine whether an M.D. is qualified
(general practitioner, obstetrician, or
surgeon). On Oahu 61 physicians were
performing abortions and fewer than 10
on the 6 outer islands. Considering
population ‘distribution on the islands,
this appears to make services unequally
available. Tentative examination of
data from the outer islands suggests
a trend toward increased numbers of
abortions. Whether this will reduce the
number of patients coming to Honolulu
remains to be seen.

The data indicate that women may
have abortions via D&C’s on an in-and-
out basis (five hours or less) without
an increase in complications. Of the
three major hospitals, notably patients
from hospital #1 were routinely
handled at around eight-weeks’ gesta-
tion, and the complication rate was low-
est. The picture from hospitals #2 and
#4 is much less clear on this point
because of the broad variation of med-
ical practice, the marked differences in
length of gestation, and the number of
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complications (5.0% and 3.2%, respec-
tively). The average length of gesta-
tion was longer (from 10 to 12 weeks)
and the average length of stay was much
longer in - both hospitals, compared to
hospital #1. When the average length
of gestation increased, as in hospitals
#2 and $#4, the percentage of compli-
cations increased and also the costs. Yet
some hospitals (hospitals #3 and #5)
keep patients three days, when the gesta-
tion is short (12 weeks and under) and
the procedure is without complications.
Thus an abortion in some instances
becomes more expensive than necessary,
both in time and money.

Less than one-third (23.19%) of the
abortion patients were covered by in-
surance. (It is interesting to note that
approximately two-thirds of the materni-
ties during the same period of time
were covered by insurance.) The pre-
paid insurance plan will cover hospital
costs for “therapeutic” abortions only,
not elective. The physician’s fee is cov-
ered in either instance. The incidence of
“therapeutic” abortions at hospital #1
is 2.2 per cent. This is essentially un-
changed from the 1967-1968 incidence
which indicates that physicians are not
classifying abortions as “therapeutic”
in order to reduce costs to patients.

Insurance coverage for abortions is
based on the criteria for maternity cov-
erage, one of which is marital status. If
abortions are to become equally avail-
able to all women, then insurance car-
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riers for major medical coverage must
include such coverage in policies for
single women.

Even with this coverage, a substan-
tial segment of women without insur-
ance, and ineligible for Department of
Social Services assistance, might be un-
able to afford $300—the absolute mini-
mum for an abortion in Hawaii. Women
in the medically indigent category may
still find it difficult to obtain the neces-
sary services. It is demonstrated in
these data that financial factors are
considered in making the decision of
whether to terminate the pregnancy.
However, the lack of money may well
influence the decision to continue the
unwanted pregnancy. A few private,
nonprofit groups make limited funds
available, and one group is setting up a
loan service to assist such women.

Other possible ways to make abor-
tions equally accessible relate to ways
hospitals and physicians can reduce
costs. Some of these include treating pa-
tients administratively as outpatients.
The involved admission procedures are
time-consuming and expensive, and
could be markedly decreased if the pa-
tient were not admitted as an inpatient
and assigned a room. The procedure in
hospital #1 is for the patient to go to
the emergency room, to the operating
room, to the recovery room, back to
the emergency room, and then to be
discharged. The number of beds used
by abortion patients in rooms and
wards is thus minimal. Primarily,
they are used for women with late
gestation and/or complications. Another
way of reducing costs is to plan the OR
schedule for blocks of time for abor-
tions, with one physician doing several
in sequence so that professional person-
nel time, including that of the physi-
cian, may be efficiently utilized.

As was to be expected, there was an
over-all increase in complications with
increase in length of gestation. However,
the progression of frequency of com-
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plications in relation to length of gesta-
tion is not smooth if all complications,
regardless of degree of severity, are
considered. The 5-to-8-week period has
a higher rate of complication than pa-
tients in the 9-to-12-week period (Table
12), but these differences are not sig-
nificant. Eleven or 33 per cent were
“miscellaneous,” most of them cervical
lacerations. It should also be pointed
out that more than half of the females
were young nulliparas, the category
most likely to offer more difficulty in
mechanical dilatation of the cervix.
In the group of 13-to-16 weeks of
gestation, some patients were treated by
D&C/suction and others by infusion,
hysterotomy, or hysterectomy. These
were scattered throughout the four-
week period. This higher frequency of
complications than in the 17-to-20-week
group may be related to lack of standard-
ized medical-surgical approach to patient
management during this period.
Whether women make the decision
to have an abortion early in pregnancy
is dependent on many complex factors.
Our data provide certain clues as to
some of them. The reasons most often
cited by abortion patients as the major
cause of terminating their pregnancies
were being single, lacking money, being
in school, having enough children, and
being too young. The demographic and

Table 12—Complications from induced
abortions by length of gestation, Ha-
waii: 3/13/70-7/15/70

Gestation %
(weeks) No. Complications
58 180 32
9-12 506 24

13-16 91 9.9

17-20 7 8.5

21-24 16 125

Unknown 6 00.0
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social data of the abortion patients re-
flect these conditions.

Almost half of the abortion patients
reported current employment. It can be
assumed that students, unless employed
in' some other type of work, would not
report themselves as employed. This
would mean that probably well over half
were actively involved in and committed
to a formal activity outside the home.
Financial reasons for abortion are indi-
cated by the income distribution com-
parisons; these show a higher propor-
tion of abortion patients in the lower-
income brackets than the state average.

The high proportion of patients giv-
ing the reason “I’'m not married” for
having an abortion, indicates that these
women either were unable to marry, or
refused to allow pregnancy to become
the reason for marriage. At the same
time, they also refused the alternative
of ‘bearing a child out of wedlock. The
large number giving “interference with
education” as a reason for abortion
sheds more light on their decision not
to bear a child, either legitimately or
illegitimately.

Abortion is used by all religious
groups in Hawaii in close proportion to
the size of the group in the state popu-
lation.* The ethnic distribution of
abortions does not match the propor-
tions of those groups within the state,
but all ethnic groups in the state are
represented. Various ethnic groups tend
to utilize abortion to control different
aspects of their reproductive life. Among
Caucasians and Orientals, abortion
tends to be used by single women in a
first or second pregnancy. Hence, abor-
tion is used by younger women to post-
pone the onset of child-bearing and
child-rearing. By contrast, among Fili-
pino and Hawaiian women, abortion
tends to be used by married women
in a third or higher numbered preg-
nancy. These women appear to be using

* With an underrepresentation of Buddhists,
as noted above.
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abortion to control the termination of
their reproductive lives.

Twelve therapeutic abortions were
performed in 1967, and 12 were per-
formed in 19638. In 1969, more than
75 were done—an increase greater
than sixfold without any change in
the law. In January, February, and the
first 12 days of March, 1970, just prior
to the change in the law, the incidence
of “therapeutic” abortions rose even
more dramatically. The number per-
formed during this period equaled the
total for 1969 (Figure 5).

The term “therapeutic abortion” had
been used to give physicians and pa-
tients a means of reconciling the incon-
sistencies of the law and medical prac-
tice, as well as the individual’s desire
to plan her own reproductive life. Cur-
rently, the term “therapeutic abortion”
has no consistent usage, particularly
since the liberalization and repeal of
abortion laws. On one hand, all abor-
tions are therapeutic, either medically,
psychologically, or economically. On the
other, if an abortion is an “elective” or
“voluntary” interruption of pregnancy,
it is not considered therapeutic by some.
Many phrases and terms are currently
in use, such as voluntary interruption
of pregnancy (V.I.P.) and intentional
termination of pregnancy (I.T.0.P.). In
the collection of data, some difficulty
was experienced due to differences in
terminology and classification. To avoid
further confusion, standardized classi-
fications and nomenclature need to be
adopted. Medically, all abortions are
either spontaneous or induced. Appro-
priate subheadings could be generated
for each category which would serve to
delineate the circumstances that sur-
round abortions. Such a method of classi-
fication would be simple, workable, and
accurate.

There is as yet no clear indication
whether the advent of “legal” abortions
is affecting the birth rate, marriage rate,
and adoption rates. Each abortion, re-
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gardless of length of gestation, is re-
portable as a fetal death to the health
department. Consequently, there has
been a marked rise in fetal death rates.
There was a fourfold increase in fetal
deaths reported in one month. However,
not all hospitals reliably report fetal
deaths due to induced abortions. As an
instrument for helping to assess a com-
munity’s health, the fetal death rate—
generally as part of the perinatal mortal-
ity and fetal wastage continuum—Dbe-
comes useless. Health departments need
to take the leadership and set up specific
guidelines for reporting abortions and
fetal deaths as abortion laws change. A
redefinition of fetal deaths and a careful
review of their significance seem indi-
cated. We suggest any new definition
of fetal death specifically exclude in-
duced abortions.

Conclusion

The first 124 days of “legalized” abor-
tion in Hawaii have gone relatively
smoothly with little negative reaction
from the community; hospital adminis-
tration and personnel have adjusted well
to the change; few complications and
no mortalities have occurred. The con-
cern expressed over the possibility of fa-
cilities being overburdened by residents
and/or nonresidents seeking abortions
appears to be unfounded. The costs of
abortion (both hospital and medical)
are higher than women in the middle
and marginal (medically indigent) in-
come categories might be expected to
afford. Means of reducing costs and
providing funds to patients are being
developed by all concerned.

A change in law does not necessarily
mean a change in individuals or the
physician’s acceptance or -utilization of
previously illegal procedures. The re-
luctance of certain physicians to perform
abortions is one of the factors indicated
by the number of patients referred to
Honolulu for abortions from the other
islands. However, attitudes of the popu-
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lation at large, the medical com-
munity, and hospital administrations are
changing.

To reduce complications, it seems
clearly indicated that programs be di-
rected toward getting women involved in
the decision-making process early in ges-
tation, possibly not waiting for even a
presumptive diagnosis of pregnancy be-
fore inducing endometrial shedding.
Such programs would require adminis-
trative and medical receptivity to out-
patient abortion services and their en-
dorsement by medical insurance -car-
riers. Since this would be safer for the
women, easier for the physicians, and
less costly for the insurance carriers and
patients, the result would not only be
good medical care but also good medical
economics.

Summary

Abortions were performed on 1,192
women in hospitals in Hawaii from the
advent of the new law on March 13,
1970, through July 15, 1970. Of these,
1,169 are the subject of this preliminary
report.

The incidence of complications was
small (4.1%); no mortalities occurred.
The geographic, economic, and occupa-
tional distribution is reported. The num-
bers of M.D.’s performing abortions and
their distribution were noted not to rep-
resent the population loci of the state.

The ethnic distribution of those re-
questing abortions does not follow that
of the state. Differences were noted in
the way ethnic groups used abortion to
control reproduction. The religious dis-
tribution generally matched that in the
state, with the exception that Buddhists
were underrepresented. The age of
women having abortions spans the repro-
ductive period from menarchy to meno-
pause. However, most were performed
on women in their late teens and early
twenties; 324 per cent were married,
57.5 per cent single. While abortions
were generally available throughout the
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state, problems relating to costs and ac-
cessibility of services do exist. However,
these seem solvable.

- The need for consistent use of stand-
ard nomenclature is stressed. It is sug-
gested that a redefinition of fetal deaths,
which specifically excludes induced abor-
tions, is indicated.

An important relationship is noted
between length of gestation, complica-
tions, and costs. It is suggested that by
performing abortions as early as four-
weeks gestation and on an outpatient
basis, many of the problems that now
exist in relation to abortions could be
resolved.

ACKNOWLEDGMENT—A sincere “Mahalo” is
extended to the state of Hawaii for its far-
sightedness in leading the country in abortion
reform and for sponsoring this research.
Thanks are also due to all the hospital and

lay personnel; volunteer staff; and research
assistant Marcus Hollander, without whose
help this study would not have been possible.

This is publication Number 1 from the
Hawaii Study of Pregnancy, Birth Control and
Abortion.

BIBLIOGRAPHY

University of Hawaii Economic Research
Center. Statistical Abstract of Sample Sur-
vey, 1962, p. 16.

Smith, R.; Manner, B.; and Goto, G. Physi-
ciang’ Attitudes on the Abortion Law—Re-
port of Survey, 1969. Hawaii M. J. Vol. 29,
No. 2, 1970.

Ziff, Harvey. Recent Abortion Law Reforms
(Or Much Ado About Nothing). J. Criminal
Law, Criminology, and Police Science 60:1,
1969.

State of Hawaii Data Book, Table 74, Income
of Families and Unrelated Individuals for
Osahu, 1964-1967, and Neighbor Islands, 1967,
p. 67.

Smith, R. Changing Hawaii’s Abortion Laws.
Pacific Health, Vol. III, 1970.

The authors are associated with the School of Public Health, the Depart-
ment of Sociology and the School of Medicine, University of Hawaii, Honolulu,

Hawaii 96822.

The research for this paper was in part supported by Grant No. 156, Health
Services and Mental Health Administration, Department of Health, Education,
and Welfare, Washington, D. C., and in part by the State of Hawaii.

This paper was presented before the Maternal and Child Health Section of
the American Public Health Association at the Ninety-Eighth Annual Meeting

in Houston, Tex., October 27, 1970.

Telephone-Radio Course for Podiatrists

The University of Wisconsin is sponsoring a five-week series of telephone-radio
postgraduate podiatry seminars, in cooperation with the Wisconsin State Podiatry
Society and the Wisconsin Regional Medical Program. Various hospitals throughout
the state have been equipped to handle the telephone-radio lectures, delivered by po-
diatrists and members of the medical school faculty. Although the course is primarily
designed for podiatrists, it is also open to family practitioners, pediatricians, internists,

and registered nurses.

(For further information, write: Dr. Kevin P. Kortsch, President, Wisconsin
State Podiatry Society, 9122 West Center St., Milwaukee, Wis. 53222.)
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